Medicaid Reimbursement of Hearing Services for Infants and Young Children abstract
As newborn hearing-screening programs have expanded, more and more infants and young children need hearing services. Medicaid is one of the primary sources of funding for such services and, by law, must establish payment rates that are sufficient to enlist enough providers to provide services. In this study we compared 2005 Medicaid reimbursement rates for hearing services for infants and young children in 15 states with the payment rates for the same services by Medicare and commercially available health insurance. On average, Medicaid rates for the same services were only 67% as high as Medicare and only 38% as high as commercial fees. Furthermore, most Medicaid rates declined from 2000 to 2005, and many states did not have billing codes for a significant number of the hearing services needed by infants and young children. These factors likely contribute to infants and young children with hearing loss not being able to get the hearing services they need to benefit from early identification of hearing loss. These data also raise questions about the extent to which states are meeting the federal requirement that Medicaid payments be sufficient to enlist enough providers so that care and services are adequately available to the general population in the geographic area. Pediatrics 2010;126:S34-S42 Approximately 95% of newborns are screened for hearing loss before leaving the hospital, and all states have established Early Hearing Detection and Intervention (EHDI) programs. 1 Consequently, substantially more infants and young children are being identified with hearing loss, and there is a significantly increased need for early audiological, medical, and educational services for these infants and young children. Not surprisingly, concerns about how to pay for such services have been raised. 2, 3 Because Medicaid is the largest single insurer of children in the United States, its reimbursement policies significantly affect access to care for millions of children. National data show that approximately one-third of all children in the United States are enrolled in Medicaid. 4 One of the primary mechanisms by which Medicaid services are provided to children is the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program, which is a mandatory benefit that focuses on the prevention and early treatment of children's health problems. 5 Under Medicaid law, 6 states have considerable discretion in developing their own payment methods and rates as long as 3 requirements are met:
1. Payment methods and procedures must be consistent with efficiency, economy, and quality of care.
2. Payments must be sufficient to enlist enough providers so that care and services are available to at least the extent they are available to the general population in the geographic area.
3. Except for some special circumstances that are not relevant for this article, providers must accept Medicaid reimbursement as payment in full.
Whether the second statutory requirement is met is particularly important for families of infants and young children with hearing loss. As discussed in other articles in this supplemental issue, 7,8 the lack of qualified pediatric audiologists is one of the biggest obstacles to providing high-quality services to infants and young children with hearing loss and their families. 2 In addition, ensuring that payments are sufficient to enlist enough providers has been the subject of extensive debate and even lawsuits in several states regarding the provision of health care services. 9 State Medicaid officials recognize that reimbursement rates are often well below the actual cost incurred to provide care to Medicaid-insured children. However, faced with serious fiscal difficulties, most states have elected not to increase provider payments but, rather, to extend coverage to the growing number of children who are eligible for Medicaid. Between 2003 and 2004, one-third of states actually froze or reduced fee-for-service provider payments. 6, 10 Research has also revealed that pediatricians cite low reimbursement as the key factor that limits their participation in Medicaid, and nearly one-third of pediatricians have reported that they would accept more Medicaid patients if reimbursement rates were increased. 4, 9, 10 Until recently, little attention has been directed at the adequacy of Medicaid reimbursement for audiology and speech-language pathology services despite the fact that significant hearing loss is the most frequent birth defect in the United States; ϳ3 in 1000 newborns have a permanent hearing loss. 11, 12 By the time children reach school age, the prevalence triples to at least 10 in 1000. 13 In addition to the fact that permanent hearing loss has significant negative impact for a relatively large number of children if it is not identified and treated at a very young age, 11 3 other factors underscore the need for an ob- Fees for half of the hearing aid codes that existed in both 2000 and 2005 declined over the 5-year period. For example, the average rates for electroacoustic evaluation for hearing aid (binaural) decreased 35%, whereas most other fees declined by ϳ5%.
Cochlear Implant Services
Of the 13 cochlear implant services analyzed, 10 had been added since 2000. Table 3 shows that Medicare fees were consistently higher than Medicaid fees for the audiology services examined. As a proportion of Medicare fees, Medicaid fees ranged from a low of 45% to a high of 88%. As a proportion of commercial fees, Medicaid fees ranged from a low of 37% to a high of 112%. For all but 1 service, commercial fees were considerably higher than Medicaid fees.
State Medicaid agencies allow fee-forservice coverage for a broad range of diagnostic and evaluation tests and treatment services for children related to hearing loss but sometimes restrict reimbursement for specific hearing aid services, cochlear implant services, and assistive communication services. The extent to which these services were covered under EPSDT was not examined as a part of this study. However, federal EPSDT law obligates states to pay for medically necessary services to correct or ameliorate physical conditions identified by a screen regardless of whether the service or item is otherwise included in the state Medicaid plan. 20 Therefore, it may be possible that, on an individual case basis, states approve and cover audiology services for which they do not have billable codes.
CONCLUSIONS
Although a relatively broad array of hearing services for children are covered by state Medicaid programs, fees are low: only 67% as much as Medicare fees and 38% as much as commercial fees for the same services. The impact of such low fees is that providers are less likely to see Medicaid patients, which contributes to the difficulty that children with hearing loss have in getting the services they need. Since 2000, Medicaid fees for more than half of all hearing services for children examined actually declined in our 15-state sample. Thus, it is not surprising that state EHDI coordinators report difficulty in getting audiological evaluations completed for infants who are referred from the newborn hearingscreening programs. There was also significant variation among states in the level of Medicaid reimbursement for most hearing services for children. This variation is not accounted for by whether a state is rural or urban or whether a state has a low or high average per-capita income. It does suggest that the quality of services for hearing 
